pain in the community ranges from 23 to 33%, 1, 9 and there seem to be no differences between males and females. Furthermore, roughly 2-5% of all presentations to hospital EDs are for non-cardiac chest pain. 1 The diagnostic approach to chest pain, which is 'a "risk avoidance" and a "rule out coronary heart disease" strategy, 3 might improve with better knowledge of the wide spectrum of etiology of non-cardiac chest pain'. 5 These conditions include musculoskeletal syndromes, pulmonary disease, psychological disorders (panic attacks, anxiety, or somatisation) and disorders of abdominal viscera. 6, 8 A confident diagnosis of musculoskeletal chest pain can be challenging because no clear reference standard exists. 5 In primary care, musculoskeletal conditions account for 21 -49% 5, 10 of causes of chest pain, but only 7% in the ED. 10 Pulmonary diseases account for 12-14% 3,10 of the patients with chest pain in the ED, with PE, pneumonia, spontaneous pneumothorax, and pleuritis as main causes. 8 Studies have reported that patients with non-cardiac chest pain and normal coronary arteries suffer from various psychiatric disorders, most commonly panic disorder, anxiety, and depression. 1, 8 An audit showed that overall 61% of patients with chest pain of all causes were assessed and discharged home by ED doctors without recourse to a second opinion. Of patients thought by the ED doctors to have chest pain of cardiac origin, who were referred to the duty medical registrar or cardiologist, 88% were admitted. 2 The literature usually focuses on how to evaluate patients with acute chest pain in different clinical settings, but few articles describe the range of conditions that present with chest pain. In addition, there is a lack of South African studies on the prevalence, aetiology, and disposition of patients with chest pain presenting in the ED.
Aims
The aim of the current study was to determine the prevalence, causes (defined as clinical diagnosis at disposition from the ED), demographics, and disposition of all adult patients with the main complaint of chest pain presenting at the ED of a regional hospital in South Africa.
Methods
A retrospective descriptive study of all ED patients with chest pain was done at the ED at Kalafong Hospital, to which 49 200 new patients present every year. Kalafong Hospital is an academic hospital affiliated to the University of Pretoria. It delivers mostly secondary-level services with some primary and tertiary services available. Most of the population that Kalafong serves have no access to a community health centre or district hospital, and so Kalafong is the only after-hours medical service available to them.
The study population consisted of all patients 18 years and older with the main complaint of chest pain from 1 December 2011 through 10 April 2012.
Records of all patients presenting with the complaint of chest pain in the time frame were assessed. A data collection sheet was used. Data included patient demographics and disposition from the ED. The diagnoses were subdivided into the following groups: cardiovascular, respiratory, gastrointestinal, musculoskeletal, psychiatric/psychogenic, other, and unknown. Cardiovascular causes were subdivided into ischaemic and non-ischaemic diseases. Somatoform disorders constituted a group of psychiatric disorders with predominantly physical symptoms that were not fully explained by a general medical condition. 
Data analysis

Ethical considerations
The ethics committee of the Faculty of Human Health Sciences of the University of Pretoria approved the study (approval number: 174/2011). The study was carried out according to the ethical principles of the Declaration of Helsinki and the Declaration of Geneva of the World Medical Association.
Results
The prevalence of chest pain in the ED was found to be 1.82% (traumatic and non-traumatic). The prevalence of nontraumatic chest pain was 1.66%. According to the ED register, 312 patients with chest pain presented between 1 December 2011 and 10 April 2012. The characteristics of these patients are presented in Table 1 .
Of the 312 patients, it was possible to retrieve 210 patient files. Respiratory disease (Table 2 ) was the most common cause of chest pain (36.19%) and pneumonia was the most common diagnosis (24.40%). Musculoskeletal problems (21.90%) and cardiovascular disease (21.43%) were the other most important causes. Within the cardiovascular disease category, ischaemic heart disease (13.81%) was the most prominent component. Trauma was the cause in 9% of chest pain patients.
Other causes of chest pain were diabetic ketoacidosis, urinary tract infection, alcoholic liver disease, renal failure, pyelonephritis, and intracranial bleeding. Respiratory disease (46.32%) and cardiovascular disease (43.16%) were also the most common cause for admission by specialists. Of the patients admitted with respiratory disease, 70.45% (31/44) were diagnosed with pneumonia. Of the pneumonia patients, 29.4% were known to be HIV positive before admission. Pulmonary tuberculosis was diagnosed in 7.8% of patients with respiratory disease. Cardiovascular disease patients were more often male (66.67%) and utilised ambulance transport (53.66%) more frequently than patients with other causes of chest pain.
Patients with psychological disorders were most often females patients (85.71%) and were transported to hospital by their own or public transport (80%). Co-morbidities of hypertension (61.36%) and diabetes mellitus (13.63%) were the most prominent in the cardiovascular disease group.
African patients were dominant in all the aetiology groups except cardiovascular disease (40%), where white patients were more prevalent (51%) (Figure 1 ).
Regarding disposition, 63.46% of patients were discharged, of which 56.09% were discharged by the ED doctors. A third of patients were admitted to the hospital, one patient was transferred to a central hospital, six patients absconded, and three died in the ED. The odds of being admitted were highest for patients with cardiovascular disease (odds ratio (OR) 21.07, 95% confidence interval (CI) [7.01-83 .91]; p < 0.0001), with a probability of 91%. Patients with respiratory disease were more likely to be admitted than discharged (OR 1.91, 95% CI [1.03-3.57]; p = 0.03), with a probability of 58%. 
Discussion
This was a retrospective descriptive study, investigating the overall case mix of patients presenting with traumatic and non-traumatic acute chest pain in an academic hospital ED in South Africa. The aim of our study was to describe the prevalence, spectrum of causes, demographics, and disposition of acute chest pain patients specifically in an African context. To date, this was the first African study on the aetiology of acute chest pain with major differences to first world publications.
The prevalence of chest pain in the unit was 1.66% for nontraumatic chest pain -lower than the 2.7% found in a Belgian study. 3 The mean age of chest pain patients was 42.41 years, much younger than in other studies, for example Knockaert et al. 3 and Buntinx et al. 10 with a mean age of 60 years, Henderson et al. 11 with a mean age of 53 years, and Aguilera et al. 12 with a mean age of 53 years. This difference could be explained by the high prevalence of respiratory disease (mean age 43.21 years [SD 16 .58]) and musculoskeletal disorders (mean age 35.74 year [SD 10 .83]) found in our patients. The unique profile of our chest pain patients may partly be a result of our setting, as there is no district hospital to serve patients with primary-level respiratory and musculoskeletal disorders needing hospitalisation or afterhours care. Our subgroup of patients with cardiovascular disease had a mean age of 55 years, however, which is comparable to the other studies' findings.
The most common cause of acute chest pain was found to be respiratory disease (36.19%), followed by musculoskeletal conditions (21.9%) and cardiovascular disease (21.43%). Our finding regarding the prevalence of respiratory disease (36.19%) was in contrast to all other studies: Knockaert et al. 3 found 14.2% and Buntinx et al. 10 12.1%, respectively. The high occurrence of respiratory disease in patients with chest pain in our unit may be explained by the high prevalence of HIV. Regarding demographics, 41.5% of our black African patients had respiratory disease. In comparison, Aguilera et al. 12 also found cardiovascular disease at 20.5%, in contrast with Lee and Goldman 13 (45-50%), Knockaert et al. 3 (51.7%), Buntinx et al. 10 (54.3%), and Fothergill et al. 2 
(41%).
Most of our patients were black Africans (75%), but most of the patients with cardiovascular disease were white people (51%). The proportion of musculoskeletal conditions (21.9%) found in our study compared well with that of Ayloo et al., 14 who found a prevalence of 21-49%, but differed from other studies, which found 7%. 3, 10, 14 The proportion of transport by ambulance (37%) concurred with other studies. 3 In particular, cardiovascular patients were transported more by ambulance than by their own or private transport, similar to a study done in Gothenburg. 15 Regarding disposition, 56% of chest pain patients were managed and discharged by the ED doctors without recourse to a second opinion. This figure falls within the widely differing findings of Henderson et al., 11 where only 15.6% of patients were discharged, and Fothergill et al., 2 who found 61% were discharged. Ultimately, 33% of all chest pain patients were admitted.
Logistic regression in our study identified diagnosis of acute cardiovascular disease, diagnosis of respiratory disease, older age, and transport by ambulance as being associated with admission to a hospital ward, whereas diagnosis of musculoskeletal disorders was associated (93.8%) with discharge from the hospital. Only 9% of patients with cardiovascular disease were discharged, in comparison to 42% with respiratory disease. Admitted patients mostly had respiratory disease (43%). These findings are very different from Aguilera et al., 12 where 76% of admitted patients had cardiovascular disease and 11% had respiratory disease. Although 112 patient files could not be retrieved, data on a large number of variables were available from the emergency unit register, including disposition. The decision was made not to remove those cases with incomplete data, as it would produce biased parameter estimates. The sample of 210 complete patient records was sufficient to achieve statistical power of more than 80% for the study.
Limitations
Diagnoses were often made based on clinical assessment with limited special investigations or specialist input. It is problematic that the diagnosis of gastrointestinal disease was made after clinical assessment and limited investigations, especially in discharged patients. Psychological diagnoses were also made without the opinion of a specialist in the field.
Although the power of the study was sufficient, the study period was relatively short and a year might have given more reliable results.
Conclusion
The main cause of acute chest pain in the ED of Kalafong Hospital, South Africa, was found to be respiratory disease, followed by acute cardiovascular disease. The mean age of chest pain patients was younger than in any other study. The probability of being admitted was highest for patients with acute cardiovascular disease, acute respiratory disease, older age, and patients transported by ambulance, whereas the probability of being discharged was the highest for patients with musculoskeletal disorders.
In the African context, the aetiology of acute chest pain differs widely from first world countries. Health workers should therefore pay special attention to respiratory conditions during diagnosis and management in African patients with acute chest pain.
